more women per million population with this syndrome. Therefore patients with obstetric shock require careful post-partum assessment. In our patient six years elapsed between the obstetric shock and the initial diagnosis. Sheehan & Summers (1949) suggested that the psychiatric features of hypopituitarism (apathy, depression, mania and delusions) might be due to a combination of hypothyroidism and hypoglycmmia. Sanders (1962) reviewed the psychiatric findings of hypothyroidism in the literature: hallucinations, paranoid delusions, mania, depression, loss of affect, disorientation, excitability and aggression. Our patient has exhibited at least four of these and on several admissions she has been clinically hypothyroid with slow relaxation tendon reflexes and low protein-bound iodine levels. We consider that she is an example of recurrent psychotic illness due to Sheehan's syndrome and probably primarily due to thyroxine deficiency.
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Discussion
These two patients illustrate the problems of distinguishing idiopathic hamochromatosis in subjects who drink or who have druink heavily from those with alcoholic liver disease and secondary iron overload. The additional finding in the liver biopsy of evidence of alcoholic liver damage, either fatty infiltration or hyali*ne, as in Case I, does not necessarily preclude the diagnosis of idiopathic hkmochromatosis with its corollary that there is a genetic abnormality of iron metabolism. Indeed, Powell (1970) feels that the majority of alcoholic patients with hemochromatosis have the genetic form of the disease which has been accelerated or modified by alcoholism and in some cases by superimposed alcoholic liver disease. Familial occurrence is, of course, strongly in favour of idiopathic hkmochromatosis for Powell has shown that family studies of alcoholic cirrhotics with excess iron storage do not reveal other relatives with tissue iron overload (Powell 1965) .
The reported incidence of alcoholism in idiopathic hmmochromatosis varies considerably, but 25 % is representative (Finch & Finch 1955) . In a survey of I ll of our cases, 15 % were considered to have drunk heavily in the past. Usually, however, the classical clinical signs of alcoholism were absent and none was drinking heavily at the time of presentation (Bomford & Williams 1976 ).
The metabolic defect leading to excess iron absorption is unknown and it has not been possible to distinguish a single pattern of inheritance from family studies. The clinical features of iron overload which suggest the diagnosis include pigmentation, hepatomegaly, diabetes mellitus, gonadal atrophy and arthritis . It is not sufficient to base the diagnosis on suggestive clinical features alone or solely on the finding of parenchymal iron in association with hepatic cirrhosis, for pigmentation, diabetes mellitus and gonadal atrophy, as well as increased saturation of serum transferrin, may occur in this condition. An attempt should be made to quantitate the iron stores which are invariably markedly increased in a patient presenting with idiopathic hmmochromatosis and minimally increased in alcoholic and other forms of cirrhosis (Williams et al. 1967) .
As the degree of saturation of serum transferrin bears no relationship to the extent of body iron stores (Beamish et al. 1974) , more sophisticated methods are required to measure these. The differential ferrioxamine test and serum ferritin level will provide an accurate assessment of body iron stores, although both need careful interpretation in idiopathic hmochromatosis (Bomford et al. 1975) . Thus serum ferritin levels may be inappropriately high in relation to body iron in the presence of hepatic inflammation, possibly because of the release of hepatocyte ferritin into the circulation (Prieto et al. 1975) . In contrast, serum ferritin apparently underestimates iron stores in noncirrhotic relatives in idiopathic hemochromatosis (Wands et al. 1976 ). Histochemical assessment of hepatic iron stores provides direct evidence of tissue iron overload. A semiquantitative method is available (Scheuer et a!. 1962) for grading the degree of iron excess in liver biopsy specimens and Grades 3 and 4 on a 0-4 scale are invariably associated with an increase in iron within the tissue (Walker et al. 1971 ).
Up to 75 % of first-degree relatives in idiopathic hmmochromatosis may have abnormalities of iron metabolism but the expression of the metabolic defect varies from increased saturation of transferrin with only a minimal increase in iron stores to those who are symptomatic with the full blown syndrome (Grace & Powell 1974) . In our patients the younger sister, Case 2, was asymptomatic, although iron stores were considerably increased.
The present family is of interest in relation to the inheritance in two female members. Most reports stress the very low incidence of idiopathic hlemochromatosis in females and this is said to be due to iron loss through menstruation, pregnancy and lactation. These losses are in the range 5-10 g over the reproduction years (Bothwell & Finch 1962) .
There are several reports of this condition in individual menstruating women (King 1962 , Wasi & Block 1962 , but very few reports in sisters (Lloyd £1 al. 1964 ).
Finally, the distinction between idiopathic h2emochromatosis and secondary iron overload with cirrhosis is of therapeutic importance, for in the former venesection therapy results not only in great cliniical improvement but also in a significant lengthiening of survival (Bomford & Williams 1976) . In contrast, Grace & Greenberg (1971) showed that in patients with severe alcoholic liver disease and iron overload neither survival nor morbidity were improved by venesection.
